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Abstract   
The Royal College of Surgeons (2016) has argued that health professionals must 
DEDQGRQDµSDWHUQDOLVWLF¶DSSURDFKWRFRQVHQWLQIDYRXURIµLQIRUPHGFKRLFH¶:H
engage critically with these guidelines through analysis of neurology consultations in 
two UK-based neuroscience centres, where informed choice has been advocated as 
good practice for over a decade. Based on 223 recorded consultations and related 
questionnaire data, we used conversation analysis (CA) to identify two practices for 
offering choice: patient view elicitors (PVEs) and option-lists. This paper reports 
further, mixed-methods analyses, which combined CA with statistical techniques to 
compare WKHWZRµFKRLFH¶SUDFWLFHVZLWKUHFRPPHQGDWLRQV:HGHPRQVWUDWHWKDW
recommendations were overwhelmingly more common. There was little evidence that 
patient demographics determined whether choice was offered. Instead, individual 
QHXURORJLVWVWHQGHGWRKDYHDµVW\OH¶PDNLQJLWSDUWO\a matter of chance which 
decisional practice(s) patients encountered. This variability matters for the perception 
of choice: neurologists and patients were more likely to agree a choice had been 
offered if a PVE or option-list was used. However, these practices were associated 
with a risk: while recommendations nearly always ended in agreement to undertake 
the proffered course of action, option-lists and PVEs did so only about two-thirds of 
the time. We argue that ± insofar as neurologists tailor their approach ± they are 
HQJDJLQJLQDFRPSOH[EDODQFLQJDFWEHWZHHQWKHLUµGXW\RIFDUH¶DQGWKHdemand for 
SDWLHQWFKRLFH:HTXHVWLRQWKHDSSURSULDWHQHVVRIDµRQHVL]HILWVDOO¶PRGHORI
consent. 
 
Keywords: UK; patient choice; doctor-patient interaction; neurology consultations; 
conversation analysis; mixed-methods; decision-making.          
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1. Introduction 
 
Recent, widely-publicized Royal College of Surgeons¶ (RCS, 2016) guidelines on 
consent specify WKDW³WKHDLPRIWKHGLVFXVVLRQDERXWFRQVHQWLVWRJLYHWKHSDWLHQWWKH
information they need to make a decision about what treatment or procedure (if any) 
WKH\ZDQW´S).  The guidelines are positioned as responsive to the 2015 Supreme 
Court case of Montgomery vs Lanarkshire Health Board in which a woman was 
awarded damages because her obstetrician had not fully explained the risk of vaginal 
birth in her particular circumstances (small pelvis, large baby) and her baby was born 
with cerebral palsy. This case emphasizes SDWLHQWV¶ULJKWVto self-determination and 
according to the RCS, marks a quite radical shift in how the consent process is 
conceptualized: 
 
From one in which the surgeon would explain the procedure to the patient and 
obtain their consent to proceed, to one in which the surgeon sets out the 
treatment options and allows the patient to decide (p. 15).  
 
:KLOHUHFRJQL]LQJWKDWWKH*HQHUDO0HGLFDO&RXQFLOKDV³FRQVLVWHQWO\VXSSRUWHG
SDWLHQWDXWRQRP\´WKH5&6DUJXHVWKDt ³HVWDEOLVKHGFOLQLFDOSUDFWLFH± and a large 
body of case law ± IROORZHGDPRUHSDWHUQDOLVWLFDSSURDFK´S7KHMontgomery 
case thus necessitates ³DFKDQJHLQDWWLWXGHIURPVXUJHRQVLQGLVFXVVLRQVDERXW
FRQVHQW´S0RUHRYHUWKH5&6JXLGDQFHLVRIIHUHGWR³other healthcare 
SURIHVVLRQDOV´SLPSO\LQJWKDWVLPLODUFKDQJHVPD\be needed in other 
specialties. 
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In this paper, we engage critically with these guidelines through our investigation of 
decision-making in neurology ± a specialty where the RCS guidance should already 
be embedded in clinical practice, given that The National Service Framework (NSF) 
for long-term conditions, (DH, 2005), in place for over a decade, specifies several 
evidence-EDVHGPDUNHUVRIJRRGSUDFWLFHLQFOXGLQJWKDWSDWLHQWV³UHFHLYHDSSURSULDWH
LQIRUPDWLRQEHIRUHVWDUWLQJPHGLFDWLRQWRHQDEOHLQIRUPHGFKRLFH´SAlthough 
the NSF allows for more leeway than the RCS guidelines± acknowledging WKDW³QRW
everyone with a long term neurological condition will want to participate actively in 
WKHLURZQFDUH´S± the documents share an emphasis on providing information 
about different treatment options. Neurology offers an excellent site, therefore, for 
investigating how (and to what extent) health professionals are already acting in 
accordance with the consent process proposed by the RCS.   
 
Our wider project ± funded by WKH8.¶V1DWLRQDO,QVWLWXWHIRU+HDOWK5HVHDUFK± 
sought to explicate interactional practices used by neurologists to initiate decision-
making with patients.  Here, we compare three such practices: recommending, option-
listing and patient view elicitors (PVEs).  We argue that, relative to recommending, 
the latter two practices invite patients to take a more active role in decision-making, 
and align more with the RCS guidelines.  It is striking, therefore, that we found that 
recommendations were overwhelmingly more common than option-listing or PVEs, 
even in neurology.  
 
2.  What we already know about real-time decision-making in the clinic 
 
 4 
Our project builds on previous research on real-time decision-making in the clinic.  
Much of this has focused on the treatment recommendation.  Although 
recommendations may be designed in various ways, it is well-established that 
clinicians and patients understand recommendations to be proposals.  This means they 
DUHVXEMHFWWRWKHSDWLHQW¶VDFFHSWDQFHUDWKHUWKDQµGRFWRU¶VRUGHUV¶DQGSDWLHQWVDUH
capable of resisting them (Costello & Roberts, 2001; Koenig, 2011; Stivers, 2007).  
Nevertheless, there is extensive evidence regarding the ways in which clinicians may 
persuade patients to accept the course of action they think is best  (Quirk, et al., 
2012). Hudak, Clark, and Raymond (2011), have shown how surgeons may build 
their recommendations to try to ward off resistance (and see Clark & Hudak, 2011). 
Stivers (2005) found that parents were less likely to resist a non-antibiotic treatment 
recommendation for their child if this was framed as a positive recommendation (for a 
specific alternative medication), rather than as a negative recommendation (against 
antibiotics). Opel et al. (2013) showed that significantly fewer parents resisted 
vaccine recommendations for their children when the healthcare provider used a 
³SUHVXPSWLYHLQLWLDWLRQIRUPDW´DVRSSRVHGWRD³SDUWLFLSDWRU\´RQHS
³3UHVXPSWLYHIRUPDWVZHUHRQHVWKDWOLQJXLVWLFDOO\SUHVXSSRVHGWKDWSDUHQWVZRXOG
YDFFLQDWH«>ZKLOH@SDUWLFLSDWRU\IRUPDWVZHUHRQHVWKDWOLQJXLVWLFDOO\SURYLGHG
parents with relatively more decision-PDNLQJODWLWXGH´S7KLVGLVWLQFWLRQ
maps closely onto the focus of the present paper.  
 
Collins et al. (2005) drew a related distinction, demonstrating a continuum of 
approaches to decision-PDNLQJUDQJLQJIURPµXQLODWHUDO¶RUFOLnician-determined) to 
µELODWHUDO¶RUVKDUHG,OOXVWUDWLQJWKHµELODWHUDO¶DSSURDFKWKH\VKRZHGKRZ
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clinicians sometimes replace the more conventional treatment recommendation with 
efforts to:  
 
actively [pursue WKH@SDWLHQW¶VFRQWULEXWLRQVSURYLGLQJplaces for the patient to 
join in, and building on any contributions the patient makes: e.g. signposting 
options in advance of naming them; eliciting displays of understanding and 
statements of preference from the patient (Collins et al., 2005, p. 2625).   
 
Extending this research, our primary study used conversation analysis (CA) to 
identify two key practices whereby clinicians might invite patients to contribute, 
actively, to decision-making about possible treatment, investigation or referral 
options.  We have called these µoption-lists¶ and µSDWLHQWYLHZHOLFLWRUs¶PVEs 
(Anonymous).  In brief, option-listing consists of an explicit listing of alternatives, 
from which the patient may choose one or more.  It often includes an initial 
announcement by the neurologist that there is a decision to be made, and heralding a 
list of options.  For example: 
 
 Neu:   $QGWKHUH¶VWZRZD\VRIGHDOLQJZLWKWKLV,I\RXGRQ¶WIHHOWKDWWKLQJV 
                       are absolutely back to QRUPDO«WKHQ,FDQJLYH\RXVRPHVWHURLG 
                      treatment for a short while. 
               3DW0PKP« 
               Neu: Alternatively I could arrange for you to be seen by one of our MS 
                       specialists. 
               Pat:   Uh huh.  
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               1HX«VHHLIWKH\WKLQNWKDWWKHLQIODPPDWLRQ«ZRXOGEHQHILWIURPVRPH 
                       other forms of treatment (G01805) 
 
(The identifiers used here (e.g. G01805, above) show where the recording was made 
(Glasgow or Sheffield), the number of the recording (numbered consecutively at each 
site from 001), and a two-digit number for each clinician).  
 
7KHWHUPµSDWLHQWYLHZHOLFLWRU¶LQFRUSRUDWHVDUDQJHRIWXUQGHVLJQVZKLFKinvite the 
patient to express a preference (e.g. ³:HOOXPGR\RXZDQWWRWU\DQHZGUXJLVWKDW
ZKDW\RXZRXOGLGHDOO\OLNH"´*KRZWKH\³IHHO´DERXWDQRSWLRQWKHLU
³WKRXJKWV´RQDSURSRVHGFRXUVHRIDFWLRQDQGRWKHUYDULDQWVRQWKLVWKHPHHJ³,V
WKDWEDGHQRXJKWKDW\RX¶GZDQWWRFKDQJHGUXJV"´6:KDWKROGVWKHVH
together is their explicit invitation to the patient to express a view or make a choice 
based on their view.  To varying degrees, both option-lists and PVEs orient to the 
GHFLVLRQDVO\LQJLQWKHSDWLHQW¶VGRPDLQ%\FRQWUDVWUHFRPPHQGDWLRQVdesignedly 
PDNHH[SOLFLWZKLFKRSWLRQWKHQHXURORJLVWWKLQNVLVEHVWHJ³:HQHHGWRUHFRUG
VRPHRIWKHVHWXUQV´*RU³,WKLQNEHFDXVH\RX¶YHKDGWKDWVHL]XUH«ZH
VKRXOGLQFUHDVH\RXUSUHJDEDOLQDELWPRUH´6 DQGVHHNWKHSDWLHQW¶V
agreement.   
 
Thus, as we have argued previously, although option-lists and PVEs seldom set up an 
entirely open (or neutral) decision, they can be said to offer the patient more of a say 
in the decision-making process than recommendations (Anonymous).  This is for two, 
interrelated reasons.  First, recommendations seek acceptance of a conclusion already 
reached by the clinician.  Second, although recommendations can be formulated to 
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carry different levels of deontic force (Stevanovic & Peräkylä, 2012) ± ranging from a 
pronouncement that a particular treatment is necessary, through to a highly mitigated 
suggestion that a treatment might be helpful (Anonymous) ± recommendations 
unavoidably position the patient as having to respond to µH[SHUWRSLQLRQ¶7RUHVLVWD
recommendation is to go against that expertise.     
 
As a practice for initiating decision-making, then, recommendations fall decidedly on 
WKHµROG¶VLGHRIWKH5&6¶VGLVWLQFWLRQWKHDSSURDFKWRFRQVHQW³LQZKLFKWKHVXUJHRQ
ZRXOGH[SODLQWKHSURFHGXUHWRWKHSDWLHQWDQGREWDLQWKHLUFRQVHQWWRSURFHHG´S
15).  Option-listing, by contrast, maps FORVHO\RQWRWKHVWURQJO\DGYRFDWHGµQHZ¶
DSSURDFK³LQZKLFKWKHVXUJHRQVHWVRXWWKHWUHDWPHQWRSWLRQVDQGDOORZVWKHSDWLHQW
WRGHFLGH´LELG39(VOLHFORVHUWRWKHµQHZ¶HQGRIWKHFRQWLQXXPLQWKDWWKH\DOVR
VHHNWKHSDWLHQW¶VGHFLVLRQbut without proffering a range of options first.  In our 
primary, CA-based study, we focused on how these two practices could be used to 
facilitate choice for patients.  However, that study was neither designed to investigate 
their distribution across our dataset, nor to compare them with the alternative practice 
of recommending.  We therefore obtained follow-on funding to code our dataset for 
quantitative analysis. Our intention, following the example of Opel, (2013), Robinson, 
(2007) and Stivers (2015) was to reduce the interactional data - for quantitative 
analysis - without sacrificing the sensibility of CA. We therefore worked iteratively 
from the recordings themselves and retained as much interactional information as 
possible by, for example, maintaining sequential ordering and capturing patient 
resistance and acceptance in a range of responses including µQRDXGLEOHUHVSRQVH¶, 
µacknowledgement¶ DQGµJRHVIRURSWLRQ¶  In the rest of this paper, we report findings 
from the follow-on study.   
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After a description of our methods, we map out the distribution of the three practices 
across our dataset.  Next, we report findings regarding neurologist- and patient-
perception of choice.  We then explore the relationship between the three practices 
and a range of geographic, demographic, and clinical factors, as well as considering 
individual differences amongst clinicians.  Finally, we examine whether any of the 
SUDFWLFHVZDVPRUHOLNHO\WROHDGWRSDWLHQWV¶DFFHSWDQFHRIWKHSURIIHUHGFRXUVHRI
action by the end of the consultation.     
 
3. Methods 
 
3.1 Recruitment and data collection 
Our primary dataset of 223 audio/video recordings of neurology outpatient 
appointments was collected in 2012 in two major clinical neuroscience centres (in 
Glasgow and Sheffield). In addition, participating neurologists and patients completed 
questionnaires before and after their recorded consultation.  Fourteen neurologists 
(seven at each site), 223 patients (114 in Glasgow, 109 in Sheffield), and 120 
accompanying others (63 and 51, respectively) took part. Details of data collection 
method, consent procedure and ethical approval have been published previously. 
 
 
3.2 Coding the recordings 
This study was designed to compare three focal decisional practices ± neurologistV¶
recommendations, option-lists and PVEs. Based on our previous qualitative findings 
(for a description see Anonymous), we produced a coding scheme through an iterative 
bottom-up process to adequately capture what was going on in the interactions 
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themselves. Hence, we developed a set of inclusion criteria based specifically on the 
three focal decisional practices (excluding for example, patient-initiated decisions) 
and three ubiquitous types of decisions: treatment, investigations and referrals. We 
then developed a codebook and extraction form (both available on request from the 
corresponding author).  Working directly from the audio recordings (because we had 
those for all cases) in conjunction with their verbatim transcripts, the following were 
identified:   
x All decisions about treatments, investigations or referrals (or some 
combination of these) initiated by the neurologist using one of our core 
practices: option-listing, PVE or recommending. 
x Many of the decisions entailed extended sequences, with multiple decision-
points (e.g. a recommendation followed by an option-list, followed by a PVE).  
We coded every option-list, PVE or recommendation that occurred across 
each decision type that met our inclusion criteria.  Our coding retained the 
sequential ordering, allowing us to compare first decision-points with later 
ones for a single decision.   
x For each decision-point, we identified how the patient and/or accompanying 
other responded ± µno opportunity for a response¶, µno audible response¶, 
µacknowledges¶, µseeks information¶, µgoes for option¶, µGRHVQ¶WJRIRURSWLRQ¶ 
or µpatient and other respond differently¶. These categories were designed to 
handle the fact that we were not necessarily comparing like-for-like e.g. we 
XVHGµJRHVIRURSWLRQ¶WRLQFOXGHagreement with a recommendation, 
acceptance of an offer and selection of a proffered option. 
x For each decision, we noted whether one or more of the possible courses of 
action had been agreed upon (in principle) by the end of the consultation.  
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Coders coulGVHOHFWµ\HV¶µQR¶RUµGHFLVLRQGHIHUUHG¶7RKDQGOH
UHFRPPHQGDWLRQVDJDLQVWGRLQJVRPHWKLQJZHUHFRUGHGµ\HV¶LIWKHGHFLVLRQ
ZDVLQIDYRXURIDµQHJDWLYH¶FRXUVHRIDFWLRQHJDJUHHLQJQRWWRFKDQJHD
current medication).  
The resulting spreadsheet contained interactionally-grounded quantitative codes for 
each core decisional type (treatment, investigation or referral) that was initiated by a 
neurologist using one of our three core practices (option-listing, PVE or 
recommending), together with the sequential ordering of these practices, patients¶ 
responses and whether or not there was agreement in principle for every decision that 
met our inclusion criteria. 
 
3.3 Inter-coder reliability 
To test the reliability of our coding, three coders independently coded 20 
consultations, sharing 10 with each of the others (totaling 30 consultations, or 13.5% 
of the dataset).  Inter-coder agreement of the 39 first decision-points across the 30 
consultations was checked. Agreement on when the first decision-point occurred was 
74% - a large majority of cases.  Percentage agreement and Kappa scores were 
calculated for each variable.  Of the variables pertinent for this paper, agreement was 
79.4% for the classification of decision-points (Kappa = 0.70) and 97.4% for the 
agreed outcome variable (Kappa = 0.92).  This shows that there was some 
disagreement, indicative of the nuanced ways that decisions are initiated. However the 
kappa values indicate µVXEVWDQWLDO¶µRXWVWDQGLQJ¶DJUHHPHQWrespectively (Landis & 
Koch, 1977), sufficient for quantitative analyses.  
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Coders subsequently negotiated agreements on all aspects of coding for the 30 cases 
before the remainder of the coding was conducted.  The resulting quantitative data 
were then recoded into forms suitable for analysis.  Dummy variables describing 
whether a consultation included a recommendation, an option-list, a PVE or not were 
derived.  A binary variable, contrasting all the consultations with a PVE and/or an 
option-list with the consultations only involving recommendations, was also derived.  
 
3.4 Coding the questionnaires 
Participant demographics and YDULDEOHVUHFRUGLQJDVSHFWVRIWKHSDWLHQW¶VFRQGLWLRQ
were derived from the SDWLHQWV¶DQGneurologistV¶questionnaire responses.  These 
included the extent to which neurologists considered patients¶ symptoms to be 
medically explained µFRPSOHWHO\ODUJHO\H[SODLQHG¶µSDUWO\H[SODLQHGSDUWO\
XQH[SODLQHG¶DQGµFRPSOHWHO\ODUJHO\XQH[SODLQHG¶DQGhow certain they were of the 
diagnosis (rated on a ten-point scale ranging from very uncertain (1) to very certain 
(10)).  We employ variables that record the length of the consultation, which 
neurologist provided the consultation, and whether it took place within a general 
neurology or specialist clinic (e.g. Multiple Sclerosis, Headache, or Epilepsy clinics).  
The six neurologists who recorded fewer than eight consultations each were combined 
into µUHPDLQGHU¶JURXSVIURP*ODVJRZWKUHHFRQVXOtants) and Sheffield (three 
consultants).  In post-consultation questionnaires, patients were asked: µ'LGWKHGRFWRU
give you a choice about any tests or treatment you might have or the next step in the 
PDQDJHPHQWRI\RXUFRQGLWLRQ¶, and neurologists were asked: µ'LG\RXJLYHWKH
SDWLHQWDFKRLFHDERXWWUHDWPHQWRUIXUWKHUPDQDJHPHQW"¶$YDULDEOHWKDWGHVFULEHG
patient and neurologist agreement on whether choice had been offered was derived.  
Descriptive details for all these variables can be seen in Tables 3, 4, and 5. 
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3.5 Analytical approach 
Quantitative analysis consisted of a three-stage descriptive, exploratory process.  
First, we mapped the distribution of the three practices across consultations, 
decisions, and decision-points (Figure 1 and Table 1).  Second, the bivariate links 
between interactional practices and demographic and medical variables were 
investigated (Tables 2, 3, 4, and 5, and 7) and two binary logistic regression models 
were estimated (Table 6), using Generalized Estimating Equations Modelling to 
adjust for the clustered nature of the data.  The dependent variable in both models is 
the binary variable classifying each consultation as either containing at least one PVE 
and/or option-list or only containing recommendations.  For independent variables, 
we included all demographic and clinical variables showing an association (at the 0.2 
level) with interactional practices, in order to identify independent predictors of these 
practices.  Specification 1 includes all relevant variables, whereas Specification 2 
excludes the variables with greater than 5% missing values from the analysis, in order 
to preserve a higher N.  Third, we investigated the bivariate links between practice 
and outcomes to explore the extent to which different practices may lead to differing 
levels of take-up of the options proffered by the neurologist (Table 8).  Bivariate 
associations were investigated using contingency tables, Chi square tests, ANOVA, 
and correlation, as appropriate. 
 
Some participants did not fully complete the questionnaires.  Additionally, not all 
consultations contained a decision, as defined by our coding scheme.  To deal with 
missing data, we took the 144 recordings with at least one decision as our working 
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sample, and used listwise deletion for the remainder of our analyses.  The frequency 
of missing values for each of the different variables is shown in Tables 3 and 4.  
 
4. Findings 
 
4.1 Decisions and decision-points 
Most consultations (144/223 or 65%) included at least one decision initiated by the 
neurologist through option-listing, PVE or recommendation.  Figure 1 shows the 
frequency of decisions across the 144 consultations with at least one decision, and the 
frequency of decision-points per decision.  The number of decisions per consultation 
ranged from 1 to 4 (median 1), with single-decision consultations making up 51.4% of 
consultations.  Decision-points per decision ranged from 1 to 11, with a median of 2.  
A large majority (96.4%) included 5 or fewer decision-points.  At a gross level, the 
number of decision-points can be indicative of patients¶UHVLVWDQFHDQGQHXURORJLVWV¶
pursuits.  The longest chain ± 11 ± IRUH[DPSOHLQYROYHGDSDWLHQW¶Vresistance to, and 
QHXURORJLVW¶VSXUVXLW of a recommendation for further investigations.  For the sake of 
space, we do not here report analyses of decision-points (for these please see 
Anonymous). However, it is worth noting that option-lists have a higher average 
number of follow-up points (2.53 per decision) than recommendations (1.55) and 
PVEs, which have the lowest number of follow-up decision-points (1.17). 
 
Figure 1 to go here 
 
4.2 Distribution of the practices across consultations, decisions, and decision-points 
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Table 1 shows the distribution of option-listing, PVEs and recommendations across 
the sample.  By far the most common practice was the recommendation, followed by 
the PVE, and then the option-list, which was comparatively rare.  This was the case 
regardless of whether looking at the percentage of consultations, decision types, or 
decision-points. 
 
Table 1 to go here 
 
4.3 Distribution of practices across decision types 
 
Our study included decisions about treatment, investigation and referrals.  Treatment 
decisions were most common (over 60%), 29% were investigation, and less than 10% 
referral decisions.  Only a very small proportion of decisions (n=2, 0.8%) included 
more than one decision type (coded as µPXOWLSOH¶ ± for example decisions including 
option lists where one option is an investigation and another is treatment).  Table 2 
shows the distribution of the decisional practices across decision types, at decision 
level.  Cases with multiple types of decision are excluded from this analysis because 
of the low numbers.  Table 2 reveals that recommendations were the most common 
practice across all decision types and that option-lists were the least common.  
However, the proportions of the three decisional practices used for different decision 
types differed significantly.  Investigations were characterised by very high numbers 
of recommendations, whereas treatment and referral decisions were relatively more 
likely to include option-listing and PVEs. 
 
Table 2 to go here 
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4.4 Perception of choice 
Table 3 shows relationships between interactional practice and patient- and 
neurologist-perceived choice.  The analysis indicates that both neurologists and 
patients were more likely to report that a choice had been offered in consultations 
containing at least one option-list or PVE.  There is a particularly strong relationship 
between perception of choice and use of option-lists or PVEs when the participants 
agreed choice was offered. These findings indicate that the understanding of option-
lists and PVEs as mechanisms for offering choice is not just an analytic judgement; 
participants themselves typically perceived PVEs and option-lists as offering choice, 
and recommendations as not offering choice.  
 
Table 3 to go here 
 
4.5 Geographic, patient demographic and clinical factors 
Tables 4 and 5 show the links between decisional practices and geographic, patient 
demographic, and clinical factors (N.B. there were too few neurologists to conduct 
tests based on demographic characteristics of clinicians).  More PVEs and Option lists 
were used in the Sheffield consultations and more recommendations in the Glasgow 
consultations.  We do not report other geographical differences in tabular form 
because we have done so previously for the full sample (n=223) (Anonymous) and the 
characteristics of the working sample (n=144) are very similar to the full sample.  To 
briefly summarize the differences between the two sites, Glasgow consultations were 
more likely to be held in general clinics and tended to be shorter in duration.  
Symptoms were more likely to be medically explained in Sheffield consultations. 
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Table 4 to go here 
 
Tables 4 and 5 demonstrate that the type of practice employed was largely unrelated 
WRSDWLHQWV¶GHPRJUDSKLFFKDUDFWHULVWLFV'LIIHUHQWSUDFWLFHVZHUHQRPRUHRUOHVV
OLNHO\WREHHPSOR\HGEDVHGXSRQSDWLHQWV¶JHQGHUHWKQLFLW\HGXFDWLRQDOOHYHOZKLFK
can be seen as a proxy for social class (Galobardes, Lynch, & Smith, 2007)) or work 
status.  However, one of the two multivariate analyses (Specification 2, Table 6) 
indicates that younger patients were more likely to be given option-lists or PVEs, 
after other variables were controlled for.   
 
By contrast, clinical factors and factors relating to the type of consultation were much 
more commonly related to the practice employed.  Bivariate analyses show 
neurologists were more likely to use option-lists or PVEs when they were more 
certain about a diagnosis and when the symptoms were medically explained.  They 
were also more likely to use these two practices in follow-up (rather than first) 
appointments and in specialist (rather than general) clinics.  There was no relationship 
between length of consultation and the decisional practice employed.  Most of these 
associations do not remain significant after controlling for other variables (Table 6), 
but PVEs or option-lists were still more likely to be employed in consultations where 
neurologists were more certain of their diagnoses.  
 
Tables 5 and 6 to go here 
 
4.6 Individual differences between neurologists 
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Table 7  shows the differences between neurologists regarding their use of the three 
practices. We have insufficient sample size to validly employ inferential statistical 
(chi square) tests to investigate the differences between neurologists for one or more 
option-list vs. no option-list.  Nevertheless, it is clear from the descriptive statistics 
and from the comparisons between 1 or more PVE and no PVE that there were large 
differences between neurologists regarding how often they employed PVEs, and how 
often they used recommendations.  Two contrasting cases highlight the way in which 
LQGLYLGXDOVPD\H[KLELWDµVW\OH¶RIGHFLVLRQ-making: Sheffield 4 recorded no 
consultations containing only recommendations, and employed PVEs in all 19 
consultations, whereas Glasgow 1 used recommendations in all 14 consultations, and 
used a lower combined proportion of PVEs and option-lists than any other 
neurologist.   
 
Table 7 to go here 
 
One potential explanation is that certain subspecialties may be more suited to certain 
forms of decision-making.  However, a specialism±based explanation of individual 
differences does not appear to offer a good account for the patterning seen here, 
because, as Table 4 shows, there is no significant link between specialism and 
decisional practices.  Specific examples again illustrate this point: both Sheffield 4 
and Glasgow 1 are MS specialists. 
 
4.7 Outcome: is the proffered course of action going to happen in principle? 
Table 8 shows the links between practices and an important outcome measure: 
whether agreement was reached that a course of action made available by the 
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neurologist was going to be acted upon by the patient.  Crucially, when only 
recommendations were used, nearly all (98.6%) decisions concluded with the 
recommended course of action agreed in principle.  By contrast, such agreement was 
reached in only 68.6% of cases with a PVE or option-list.  Thus, rejection of the 
proposed course of action ± or deferral of a decision ± was far more likely when PVEs 
or option-lists were employed (although, as we discuss further below, the direction of 
causality is not known).  
 
The proportion of decisions that reached an agreement-in-principle to undertake the 
proffered course of action was very similar when at least one PVE was used and when 
at least one option-list was used.  However, PVEs were more likely to precede the 
course of action being rejected, whereas option-lists were more likely to lead to the 
decision getting deferred (although caution is needed here because the number of 
option-lists is fairly small and statistical testing was therefore not conducted for this 
comparison).   
 
Table 8 to go here 
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5. Discussion 
 
The recent RCS (2016) guidance on consent proposes, in effect, that surgeons and 
other health professionals should (largely) abandon recommending and instead adopt 
option-listing together with a PVE to invite the paWLHQW¶VVHOHFWLRQIURPWKHOLVW2XU
findings show that, despite long-standing guidance (DH, 2005) that patients should be 
HQDEOHGWRPDNHDQ³LQIRUPHGFKRLFH´'+005, p. 27), recommending remains the 
primary means through which doctors initiate decision-making in neurology.  
Moreover, option-listing was rare: there were around 13 recommendations for every 
option-list.  On our measures, patients were offered choice in only about half the 
recorded consultations.  Current practice in neurology thus appears to map far more 
FORVHO\RQWRWKHµROG¶DSSURDFKDUWLFXODWHGE\WKH5&6± where clinicians explain the 
procedure and seek consent ± rather than the practice advocated: where clinicians set 
out the options and let patients decide.  This coheres with a range of findings 
regarding the inconsistency of participatory decision-making more broadly (e.g. 
Couët et al., 2015; Elwyn et al., 2013; Jones et al., 2014), and in neurology 
specifically (e.g. McCorry, Marson, & Jacoby, 2009; Palace, 2013; Pietrolongo et al., 
2013). 
        
We explored whether our findings might be explained with respect to clinician bias, 
as has been argued elsewhere (cf. Aelbrecht et al., 2015; Waitzkin, 1989; Willems et 
al., 2005).  However, with the exception of younger patients being more likely to be 
given choice ± which might reflect an assumption that young adults prefer choice and 
elderly people prefer to be told what is best (e.g. Levinson, et al., 2005) ± we found 
no significant relationships between use of the three practices and patient 
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demographics.  Specifically, gender, educational qualifications, and work status were 
not found to be significant predictors of decisional practice.  Rather, three key factors 
seem to be most relevant:  
1) Clinic location ± option-listing and PVEs were more commonly used in 
Sheffield than Glasgow; 
2) The individual clinician; 
3) A set of clinical considerations ± option-listing and PVEs were more 
commonly used for treatment than investigation decisions, if there was greater 
certainty about the diagnosis, and the symptoms were medically explained.  
These two practices were also most likely in follow-up and specialist clinic 
appointments.  
 
Although further research could reveal µcultural¶ differences between the two centres 
in our study, the evidence points towards the first factor - geographical differences - 
being at least partly explained by factors 2 and 3 ± the individual clinician involved 
and the clinical factors (both of which contribute to skewing the distribution of 
practices in favoXURIPRUHµFKRLFH¶LQ6KHIILHOG 
 
These findings therefore suggest that the evidence for individual decision-making 
µVW\OHV¶DPRQJQHXURORJLVWVLVVWURQJHYHQZLWKLQVXE-specialties, and that whether 
patients are offered a choice is partly based on which neurologist they see. This is key 
in the UK context of secondary care, which operates on a practitioner referral system 
in which patients have limited choices about which doctor they see.   Furthermore, if 
WKLVLVWKHFDVHLQQHXURORJ\ZKHUHWKHµLQIRUPHGFKRLFH¶DJHQGDLVZHOOHVWDEOLVKHG
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we might speculate that decisional practices used across the NHS are partly 
contingent on individual approaches to decision-making.  
 
This variability matters significantly for the perception of choice, since neurologists 
and patients were far more likely to report that a choice was offered if option-listing 
or PVEs were employed.  This is important not only as validation of our coding 
system ± that recommendations are perceived differently to option-lists and PVEs by 
the participants themselves ± EXWEHFDXVHLWKDVDFOHDUµJRRGSUDFWLFH¶ implication: if 
the aim is to let patients know they have a choice, then option-listing and/or PVEs are 
an effective interactional tool.  However, our findings also highlight a risk: while 
recommendations nearly always ended in agreement that the proffered course of 
action would go ahead, option-lists and PVEs ended in such agreement only about 
two-thirds of the time.   
 
Our data do not allow us to draw definitive conclusions regarding the direction of 
causality.  On the one hand, it may well be that option-lists and PVEs are doing more 
than providing the perception of choice; they may be enabling patient choice in 
practice, resulting in a more even split between agreement and refusal relative to 
UHFRPPHQGDWLRQVZKHUHSDWLHQWVPLJKWEHPRUHOLNHO\WRµJRDORQJZLWK¶WKHH[SHUW
opinion regardless of their personal view.  This interpretation is supported by Opel et 
DO¶V (Opel et al., 2013; Opel et al., 2012) ILQGLQJWKDWPRUHµSDUWLFLSDWRU\¶DSSURDFKHV
ZHUHOHVVOLNHO\WKDQµSUHVXPSWLYH¶DSSURDFKHVWROHDGWRSDUHQWVDJUHHLQJWR
vaccinate their children (the option considered by clinicians to be best).  On the other 
hand, it is possible that doctors are more likely to use option-lists and PVEs when 
they already have reason to think patients might resist the proffered course of action 
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HJWKH\NQRZWKHSDWLHQW¶VWUHDWPHQWSUHIHUHQFHVGXHWRDORQJ-standing clinical 
relationship or discussion earlier in the consultation).  Moreover, since our study was 
not designed to assess the relative clinical significance of the decisions being made, 
we cannot be sure whether the neurologists ± insofar as they departed from their 
individual styles ± were selecting practices on the basis of some form of risk/benefit 
analysis. 
   
However, we would argue that the evidence suggests a complex balancing act, in 
ZKLFKQHXURORJLVWVDWWHQGWRDSRWHQWLDOFRQIOLFWEHWZHHQWKHLUµGXW\RIFDUH¶± to 
deliver the best healthcare possible based on their clinical expertise ± and the 
increasingly strong expectation that they should minimise the exercise of their 
medical authority by avoiding telling patients what to do and offering them choice 
instead.  Our finding that the decisional practices were differentially associated with a 
set of clinical factors implies that neurologists ± perhaps based on an 
intuitive/experiential understanding that recommendations are more likely to secure 
agreement ± may be more likely to recommend when they have more reason to worry 
about the outcome of the decision-making process and more likely to offer choice 
when they believe there is less reason to worry. This is not to say that offering choice 
is abandoning a duty of care but rather the opposite; that choice is offered in 
circumstances of more certainty about the consequences of any decision a patient 
makes. In this sense, it is perhaps not surprising that the neurologist who offers most 
choice works in a specialist clinic, with patients whose symptoms are medically 
explained.  
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Our ongoing qualitative analysis provides further support for this, with anti-epileptic 
drug decisions offering a good example.  We have observed a two-step process, 
whereby the neurologist recommends (often strongly) that a patient with poorly 
controlled epilepsy try a different drug, but then switches to option-listing to facilitate 
patient choice about which drug to try.  This is a clear example of choice being 
offered where the diagnosis is certain and medically explained, typically in a 
specialist clinic, at a follow-up appointment, with a patient who may well have 
experience of choosing between a range of anti-epileptics in the past.  Nevertheless, 
choice is typically only offered for that part of the decision for which the neurologist 
has: a) less evidence regarding which option is best, and b) good reason to seek the 
SDWLHQW¶VYLHZVJLYHQWKDWGLIIHUHQWGUXJVKDYHGLIIHUHQWULVNV:LWKUHVSHFWWRWKH
decision to change drugs, however, WKHQHXURORJLVWSULRULWLVHVWKHµGXW\RIFDUH¶RYHU
WKHRIIHURIFKRLFH7KLVDOLJQVZLWK4XLUNHWDO¶VILQGLQJWKDWWKHUHZDVD
somewhat higher level of risk associated with the more pressured and directed 
decisions they identified in UK psychiatric consultations than with those that they 
found to be more open.  
  
The particularly strong tendency for neurologists to recommend when making 
decisions about investigations (as opposed to treatments and referrals) also points to 
this balancing act.  Given that patients have as much legal right to refuse 
investigations as they have to refuse treatment (DH, 2015) one might expect no such 
relationship between decisional practice and decision type.  However, it seems that 
neurologists are routinely prioritiVLQJWKHLUµGXW\RIFDUH¶RYHUWKHµLQIRUPHGFKRLFH¶
policy when diagnostic uncertainty means that they are not yet able to weigh up the 
ULVNEHQHILWUDWLRRISODFLQJWKHGHFLVLRQPRUHH[SOLFLWO\LQWKHSDWLHQW¶VKDQGV7KXV
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we see a complex interplay between the exercise of epistemic (Heritage, 2012) and 
deontic authority (Stevanovic & Peräkylä, 2012).  This balancing act may also be 
XQGHUVWRRGDVDQRWKHULQVWDQWLDWLRQRIWKHµULVN-FKRLFHSDUDGR[¶FRPSHOOLQJO\
demonstrated in maternity care (Symon, 2006), where there is, simultaneously, a very 
strong emphasis on avoiding risk and on enabling choice for the woman in labour.   
  
To our knowledge, our study is the first to map out, across a relatively large dataset of 
recorded consultations, the relationship between recommendations and practices that 
are demonstrably understood as offering choice, and a complex array of demographic 
and self-report variables of clinical relevance.  This has allowed us to develop a 
nuanced understanding of how neurologists initiate decision-making in real-time 
interaction with patients.  The study does, of course, have its limitations, including 
those imposed by sample size (e.g. we were unable to conduct inferential analyses of 
QHXURORJLVWV¶GHPRJUDSKLFV, and the nature of our dataset. For example, we were able 
to only judge µRXWFRPHV¶based on conversational and self-report data.  We have not 
tracked what happened following the consultations and we do not have measures of 
physical or mental health that might have been a consequence of the decisions taken.  
Further research in this area is clearly warranted.    
 
:HDUHDOVRDZDUHWKDWWKHFRQFHSWRIµFKRLFH¶LVFRQWHVWHGDQGVWLOOUHODWLYHO\SRRUO\
understood in interactional practice (Pilnick, 2008).  We have focused on option-
listing and PVEs because: a) our qualitative work showed how they were used to 
create explicit moments of choice for patients; b) participants reported perceiving 
choice in those consultations where these practices were used; and c) option-lists and 
39(VPDSRQWRWKHµLQIRUPHGFKRLFH¶LGHDODVDUWLFXODWHGLQ1+6SROLF\DQGJXLGDQFH
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documents.  Nevertheless, it seems likely that other practices will play a role in the 
perception of choice and its facilitation in interaction.  Moreover, as our previous 
qualitative work has shown, these practices do not guarantee that patient choice is 
HQDEOHGDQGFDQEHXVHGDVVWUDWHJLHVWRSXUVXHWKHQHXURORJLVW¶VDJHQGD
(Anonymous).  Such complexities, while making further qualitative work necessary, 
underscore the significance of our quantitative findings: despite the potential for all 
three practices to be used in atypical ways, the evidence strongly supports our general 
claim that option-lists and PVEs, but not recommendations, are understood and 
oriented to as making choice available.    
 
In summary, neurologists do not appear to be adhering, systematically, to the 
guidelines on patient choice.  However, it does not necessarily follow that a rush 
WRZDUGVLPSOHPHQWLQJPRUHµSDUWLFLSDWRU\¶SUDFWLFHV across the board is an 
appropriate response ± not least because it appears that such practices (for whatever 
reason) are less likely to lead to the acceptance of the option the clinician thinks is 
EHVWµ2QHVL]HILWVDOO¶JXLGDQFHWKDWXSKROGVDSDUWLFXlar practice (like option-listing) 
are, in our opinion, unhelpful.  This is not to argue for a return to a paternalistic 
FXOWXUHRIµGRFWRUNQRZVEHVW¶Rather, we wish to endorse the substantive body of 
work advocating for a truly patient-centred apprRDFKZKHUHµSDWLHQW-FHQWUHGQHVV¶LV
XQGHUVWRRGDVDSURFHVVRIDFWLYHO\H[SORULQJWKHSDWLHQW¶VSUHIHUHQFHVQRWRQO\IRU
clinical courses of action, but with respect to the decision-making process itself.  On 
this model, for a patient who wishes not to choose, a patient-centred approach would 
be to provide an evidence-based recommendation.  We would argue that guidelines on 
choice, themselves, need to be evidence-based and constructed to take account of the 
tough decisions that clinicians must make when weighing up the potentially 
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FRQIOLFWLQJUHTXLUHPHQWVWRHQVXUHWKDWSDWLHQWV³UHFHLYHVDIHDQGHIIHFWLYHPHGLFLQHV
WKHXVHRIZKLFKKDVEHHQMRLQWO\DJUHHG´(DH, 2005, p. 16).  
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Figure caption 
Figure 1.  Frequency of decisions per consultation (only including consultations with 
at least 1 decision) (left, n=246) and frequency of decision-points per decision (right, 
n = 623).  
  
Tables 
Table 1.  Distribution of the practices across consultations, decisions, and decision-
points (row %) 
 
  
    Recommendations PVEs Option-lists 
PVEs or option-
lists 
No PVE or option-
list (only 
recommendations) Total 
Consultations n 131 77 24 80 64 144 
  % 91% 53.5% 16.7% 55.6% 44.4% n/a 
Decisions n 207 105 27 105 141 246 
  % 84.1% 42.7% 11.0% 42.7% 57.3% n/a 
All decision-
points n 439 149 34 183 439 623 
  % 70.6% 23.9% 5.5% 29.4% 70.6% 100% 
First decision-
points n 173 58 15 73 173 246 
  % 70.3% 23.6% 6.1% 29.6% 70.3% 100% 
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Table 2.  Forms of practice used for different types of decisions (column %) 
 
    Investigation Treatment Referral Total 
Decisions           
Recommendation Count 64 124 17 205 
  % 90.1%* 82.7%* 73.9%* 84.0% 
Option-list Count 1 20 4 25 
  % 1.4%* 13.3%* 17.4%* 10.2% 
PVE Count  17 67 14 98 
  % 23.9** 44.7** 60.9** 40.2 
PVE or Option-list Count 17 71 15 103 
  % 23.9%*** 47.3%*** 65.2%*** 42.2% 
*** p  
** p  
* p  
~ p  
NB. Statistical tests show comparisons between 1 or more recommendation and no recommendation; 1 or more PVE and 
no PVE; 1 or more option-list and no option-list; and at least 1 PVE or option-list and no PVE or option-list. 
 
Table 3. Decisional practice and perception of choice (column %) 
  Option list or PVE No Option list or PVE Total 
        
N 80 64  144 
        
Patient choice n=75 n=59  n=134 
Choice 81.3%** 59.3%** 71.6% 
No choice 18.7%** 40.7%** 28.4% 
Clinician choice n=78 n=63  n=141 
Choice 83.3%*** 52.4%*** 69.5% 
No choice 16.7%*** 47.6%*** 30.5% 
Patient-doctor 
agreement on choice n=73 n=59  n=132 
Agree choice 71.2%*** 33.9%*** 54.5% 
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***
 p  ? ?Ǥ ? ? ? 
** p  ? ?Ǥ ? ? 
* p  ? ?Ǥ ? ? 
~ p  ? ?Ǥ ? 
 
NB. Statistical tests show comparisons between at least 1 PVE or option-list and no PVE or option-list. 
 
Table 4.  Categorical characteristics of consultations and patients by interactional 
practices (row %)  
 
At least 1 PVE or 
option-list 
No PVEs or option-lists 
(only recs) 
All  55.6% (n=80) 44.4% (n=64) 
Location     
Sheffield 67.1%** 32.9%** 
Glasgow 43.7%** 56.3%** 
Clinic type     
Seen in general clinic 41.7%~ 58.3%~ 
Seen in specialist clinic 58.3%~ 41.7%~ 
Specialism     
General (n=25) 44.0% 56.0% 
Epilepsy (n=37) 54.1% 45.9% 
Headache / vascular (n=11) 45.5% 54.5% 
MS (n=42) 64.3% 35.7% 
Neuromuscular (n=10) 50.0% 50.0% 
Other sub specialism (n=19) 63.2% 36.8% 
Patient Accompanied?     
Accompanied 54.1% 45.9% 
Alone 57.1% 42.9% 
First appointment? n=67 n=45 
First appointment 45.5%* 54.5%* 
Agree no choice 6.8%*** 22.0%*** 13.6% 
Patient no doctor yes 12.3%*** 18.6%*** 15.2% 
Patient yes doctor no 9.6%*** 25.4%*** 16.7% 
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Follow-up appointment 65.8%* 34.2%* 
Symptoms      
Completely / largely explained 61.8%* 38.2%* 
Partly explained 44.1%* 55.9%* 
Completely Unexplained 37.5%* 62.5%* 
WĂƚŝĞŶƚ ?ƐGender     
Female 53.9% 46.1% 
Male 58.2% 41.8% 
Ethnicity     
White British 56.1% 43.9% 
Other 50.0% 50.0% 
Post-school quals? (n=119) n=67 n=52 
Post-school quals 60.0% 40.0% 
No post-school quals 53.6% 46.4% 
Work status (n=143) n=79 n=64 
In work / education / other 57.5% 42.5% 
Not working due to ill health  48.6% 51.4% 
Employment      
Employed 61.5% 38.5% 
Not employed 52.2% 47.8% 
*** p  
** p  
* p  
~ p  
NB. Statistical tests show comparisons between at least 1 PVE or option-list and no PVE or option-list. 
 
Table 7.  Categorical characteristics of consultations and patients by interactional 
practices (row %)  
 
 
At least one 
recommendation At least 1 PVE At least 1 Option-list 
    
All      55.6% (n=80) 44.4% (n=64) 
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Neurologist      
Sheffield 2 (n=10)  50.0%**  ? ? ?A?࣊ 
Sheffield 3 (n=14)  50.0%**  ? ? ?A?࣊ 
Sheffield 4 (n=19)  100.0%**  ? ? ? ?A?࣊ 
Sheffield 6 (n= 12)  41.7%**  ? ? ? ?A?࣊ 
Sheffield rest (n=18)  72.2%**  ? ? ? ?A?࣊ 
Glasgow 1 (n=23)  30.4%**  ? ? ?A?࣊ 
Glasgow 2 (n=13)  38.5%**  ? ? ?A?࣊ 
Glasgow 4 (n=12)  41.7%**  ? ? ? ?A?࣊ 
Glasgow 5 (n=14)  35.7%**  ? ? ? ?A?࣊ 
Glasgow rest (n=9)  66.7%**  ? ? ?A?࣊ ᤛSignificance testing not employed for this comparison 
NB. Statistical tests show comparison between at least 1 PVE or option-list and no PVE or option-list. 
  
Table 5. Continuous characteristics of consultations by interactional practices 
 
    
At least 1 PVE / 
or option-list  
No PVE or 
option-list 
(only recs) All 
Patient age Mean 44.5 48.1 46.1 
  S.D. 14.1 15.6 14.8 
          
Certainty Mean 8.74* 8.0* 8.41 
  S.D. 1.7 1.9 1.8 
Duration Mean 22.3 20.1 21.3 
  S.D. 10.9 11.6 11.2 
*** p  
** p  
* p  
~ p  
 
NB. Statistical tests show comparisons between at least 1 PVE or option-list and no PVE or option-list. 
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Table 6.  Multivariate predictors of decisional practice (Odds ratios of consultation 
containing at least one PVE or Option list) 
 
    Specification 1 (n= 112) Specification 2 (n= 144) 
    OR 95% CI OR 95% CI 
Site Glasgow 0.45 0.17 - 1.31 0.37* .15 - .91 
Clinic type General 0.42 0.12 - 1.40 0.68 0.23 - 2.02 
Symptoms Completely unexplained 1.31 0.29- 5.83 2.3 .70 - 7.45 
  Partly explained 0.94 .33 - 2.67 1.44 .55 - 3.76 
First appointment? First 0.46 .16 - 1.31 -- -- 
Certainty   1.59* 1.20- 2.09 1.30~ .97 - 1.7 
Age   0.98 .95 - 1.01 
0.91* 
.95 - 0.99 
*** S 
** S 
* S 
~ p  
NB. Dependent variable reference category is no PVE and/or option-list (only recommendations).  
 
Table 8. Forms of decisional practice used and whether recommended courses of 
action are agreed to happen in principle (column %) 
   
  
At least 1 PVE or 
option-list 
No PVE or option- 
list (only recs) Total 
N 105 141 246 
Decision deferred 11.4%*** 0.0%*** 4.9% 
No  20.0%*** 1.4%*** 9.3% 
Yes 68.6%*** 98.6%*** 85.8% 
*** p  
** p  
* p  
~ p 1 
NB. Statistical tests show comparisons between at least 1 PVE or option-list and no PVE or option-list. 
 35 
 
 
Figure 1. Frequency of decisions per consultation (only including consultations with 
at least 1 decision) (left, n=246) and frequency of decision-points per decision (right, 
n = 623).  
 
 
 
 
